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The now rare presentation of late secondary syphilis was seen in a patient incorrectly treated for presumed allergic drug eruption with systemic corticosteroids, who we found to be human immunodeficiency virus (HIV) antibody positive.
Case report
A 66-year old homosexual went to his general practitioner in May 1985 complaining of anorexia and abdominal distension. Amoxycillin was given for 'gastric flu'. Two days later the patient, feeling better, stopped the capsules in the knowledge that they are penicillin·related, for he was mindful of his past history of penicillin allergy. Five days later he developed a truncal, macular erythematous, nonpruritic eruption and consulted a specialist who prescribed prednisolone. Six weeks later with worsening rash, the systemic prednisolone was increased to 30 mg daily. In August the rash was more widespread and papular. He had severe pains along the anterior tibiae relieved only by narcotic analgesics, felt ill and had anorexia, fevers and lethargy. By September he was still deteriorating and was given intramuscular adrenocorticotrophic hormone.
His general condition continued to deteriorate and he now complained of clouding of vision. At this stage he was admitted to St Stephen's Hospital. The patient gave a past history of gonorrhoea 40 years ago, urticarial reaction to penicillin 30 years ago, and 8 years ago detached retina. His last sexual contact was said to be three months prior to onset of illness.
We found him to be pale with fever and generalized non-tender lymphadenopathy. An exuberant and profuse generalized, polymorphic, plaque-like eruption with weeping ulceration of many lesions affected the scalp, face, trunk ( Figure I) , limbs, palms and soles, and genitalia. The liver was just palpable and not tender. There were no mouth ulcers. The ophthalmologist diagnosed bilateral iridocyclitis.
Investigations revealed a normochromic normocytic anaemia of 9.0 g/dl with white cell count 3.0x 10 9 /1 and an erythrocyte sedimentation rate of 95 mm in one hour. Venereal disease research laboratory test was positive at greater than 1/256. Treponema pallidum haemagglutination was also positive. Liver function tests were normal. Chest X-ray showed a right hilar nodular opacity and X-ray of tibiae was normal. Abdominal ultrasound demonstrated an enlarged spleen and a slightly enlarged liver. Skin biopsy examination showed a massive upper mid-dermal chronic inflammatory cell infiltrate with large numbers of plasma cells surrounding blood vessels and extending to the dermalepidermal junction. The HIV antibody enzyme linked immunosorbent assay and radio immune assay were positive.
The diagnosis of late secondary syphilis was made and oxytetracycline 500 mg four times daily for 3 weeks given. The patient improved dramatically with resolution of tibial pains in 24 h, settling of fever in 4 days, and healing of the eruption in 3 weeks.
Discussion
Why did this, now rare, clinical picture! of pre-antibioticera secondary syphilis occur? Importantly, the diagnosis was delayed and he was treated inappropriately for syphilis with 6 months of systemic corticosteroids. Also, the expression of the disease may have been altered by HIV infection.
